on Care

GROUP HOSPITAL AND SURGICAL INSURANCE CLAIM FORM

A. CLAIM SUBMISSION PROCEDURES

Please read carefully before you complete the attached claim form.

1. Please complete and answer all questions in full. Please indicate "N/A" if the question is not applicable.

2 Please submit the Original duly completed claim form and all relevant documents (see below) within 20 days from the date of
discharge from hospital or date of surgery.
3. Please submit only original final bills and receipts. “Duplicate” copies of bills and receipts are NOT acceptable.

4. Please retain copies of what you had submitted as they may be requested for audit / validation purposes. Do note that any
hatdecopy documents submitted will not be returned to you.

B. ONADMISSION TO HOSPITAL
e :

On admission, the Patient or his / her family member needs to sign the MediSave Authorization Form (applicable to Singapore
citizens and Permanent Residents). A deposit may also be required by the hospital.

C. ON DISCHARGE FROM PRIVATE HOSPITAL

Please submit the following documents:
1. Part 1 and 2 of the Claim Form
2 Part 3 of the Claim Form (Medical Report from the attending Physician / Surgeon)

Original and Final Hospital Tax Invoice & itemised Hospital bills (including Doctor’s bills and receints)

o8

Referral letter from a General Practitioner for any pre-Hospitalization / pre-surgery specialist consultation (ifany)

G g

A copy of the claim settlement advice from the MediSave-approved Integrated Shield Plan (if any) eg. IncomeShield, PRUShisid

Eor invoices with MediSave or MediShield deduction, a copy of the payee’s CPF Statement with Hospital Registration Number

(HRN) is required. This statement can be downloaded from the Central Provident Fund Board website at www.cpf.gov.sg.

i) Click on View My Statement’ and fogin fo your CPFE Account
fiy Undar Section B, select ‘MediSave and Healthcare Insurance Claims and Reimbursement' & input date range

fe

.

Any other supporting documents.

D. ON DISCHARGE FROM GOVERNMENT / RESTRUCTURED HOSPITAL

Please submit the following documents:
1. Part1 and 2 of the Claim Form.
Original and Final Hospital Tax Invoice & itemised Hospital bills (including Doctor's bills and receipts)

o

w

Inpatient Discharge Summary from the Hossp;ta%
This is provided free of charge i the patient upon di if the b
patient and any charges imposed by the hospital will

sy of this Torm, we will apply a medical report ot behalf of the

be e olaim (if the claim is admitted).

4 Referral letter from a General Practitioner for any pre-Hospitalisation/ pre-Surgery Specialist consultation (if any).
5 A copy of the claim seftlement advice from the MediSave-approved Integrated Shield Plan (if any) eg. IncomeShield, PRUShield

8 Forinvoices with MediSave or MediShield deduction, a copy of the payee's CPF Statement with Hospital Registration Number
(HRN) is required. This statement can be down!eaded from the Central Provident Fund Board websile at www.cpf.gov.sg.

i) Click on View My Statement’ and login to your CPF Ag
i} Under Section B, select MediSave and Healthoare lnsurance Claims and Reimbursemen!’ & inpul dafe rangs

7. Any other supporting documents,
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on Care

.t 1: Details of the Employee / Patient

Name of Employer: HITACHI VANTARA Poticy No: GO009376

Name of Employee: MOORI ASHOK KUMAR REDDY NRIC/Passport No: S7T853695E

Diate of Birth: 25/07/1978 E Nationality: INDIAN

Marital Status:  MARRIED Plan Type: 001

ComactNo: 81188449 Designation: CAPACITY MANAGER
Employes's commencemeant date of insurance: 26/06/2023 Gender: Male / Femals 7

By defauly, appmye%iamwnis are reimbursed to the Employee. {:} Please fick' this box only it payment (via cheque) Is to be made to your Emgfwe

Please complete this section if Employee is not the Patient

Name of Patient BOJJIREDDY SOUJANYA NRIC/Passport No: S8477350F Gender: Male / Female
F’wéa ‘ons hip ‘zo Empioyee SPOUSE Oceupation: APP SUPPORT ENG Date of birth: 25/08/1984
Part 2: Detalts of the Admission ‘ ' '

Date of Admission: 04/12/2025 Date of discharge: 06/12/2025 Name of Hospital / Gim
1} if admission is due to sickness, please provide the following: SR L MULT' SERINLTY FESEH AL

Diagnosis: ABNORMAL UTERINE BLEEDING Symptoms experienced: Date w ymptoms first st 4 12 3

gnos HEAQ/Y BLEESING &t BLOOD CLOTS Date when symgtoms first started 21202
Has the iliness been treated before? YES Date of first treatment: 08/2024

Nature of treatment / operation done:
EMERGENCY HYSTEROSCOPIC GUIDED POLYPECTEOMY, FRACTIONAL CURETTAGE MIRENA INSERTION DONE UNER GENERAL ANESTHESIA
2} if admission is due to accident, please provide the following:

Date of accident Time of accident: am Place of accident:

Briefly describe what had happened and state the extent of the injury:

3) Are you entitled to claim against Work Injury Compensation Insurance?
v No
< Yes - Please provide further detalls

4 Are you making a claim from other insurance companies?

s 1 f0 4
» Yes - Please provide Name of the Insurer, Policy Number & submit a copy of the olaims setttement letter / payment voucher

Declaration and Authorization {to be signed by the Employee and Patient/ Guardian)

sasing fo
withiny or outside

25 1 prooure i

i5 and examinations and &

sght (o0 my ow
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onal Data for the Purx
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Jn Care

Part 3: M

edical Report ( TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON)
Eor admissions to Private Hospital or Hospitals outside Singapore, Claimant must arrange to have this section completed by the atten
Surgeon when submitting a claim. Any fees charged for the completion of this section

ding Physician /
shall be borne by the Claimant.

1. Policy No. 54009376

2. Name of Company

HITACHI VANTARA

3. Name of Patient

BOJJIREDDY SOUJANYA

4. NRIC/ Passport No.

S8477350F

5. Date of Birth (DD / MM/ YYYY)

25/08/1984

8 Date of Admission (DD / MM/ YYYY)

04/12/2025

7. Date of Discharge (DD / MM/ YYYY)

06/12/2025

8. Name of Hospital

SRI LAKSHMI MULTI SECIALITY HOSPITAL

9 Date of First Consultation (DD / MM / YYYY)

04/12/2025

10. Final Diagnosis Description (ICD 10)

ABNORMAL UTERINE BLEEDING

11. Final Diagnosis Code (ICD 10)

12. Date of Diagnosis (DD / MM/ YYYY)

oyl 12 101~

13. What is the cause of illness / injury?

N —

14. \What is the anatomy of this illness?

s Py =

(s) performed

2 hp)wvf

(a) Date when itwas performed (DD / MM/ YYYY)

15, Details of Operation(s) / Surgical Procedure

(b) Type of Operation(s) / Surgical Procedure(s)

(c) Operation Code(s)* 5&.77/% ug Agﬂ\g;,u\:t S‘ﬁ( C\u\é:i
jon. oo

4 ¢ {3
(d) Operation Table(s)" @oﬁd@u}(ﬂﬂ)’a .
e )
Omel b Q nger hou.
*For surgeties done in Singapore and based on Tables of Surgical Procedure
for MediSave Scheme 1 February 2014

16. Were the surgical procedures approached through the
same incision?

- No
o Yes

L

17. Please indicate the treatment rendered if no surgery was done.

A —

8. Please advise the period of medical leave given.

19 Has:h}pa{ient had any prior treatment for this condition?
No

~ Yes - Please state the date of treatment, name & address of
doctor who treated the patient

20. Wiyﬁatient referred by another doctor?
o No

o Yes - Please furnish the name and address ofthe referring
doctor
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on Care

. Was the above condition discovered during your investigation of

hif@erﬁlity condition?
" No

Yes

22. Is the condition / treatment related to:

{(‘Circle’ the relevant response)

@ ™

If “Yes™ to any of the above, please provide further details below:

®oo o

v
Pletgnaney:orghiltBirfl.....cosmerssmssmonmammsnd (Yes / No)
Infertility or Sub-fertility Condition.. (Yes/ No/

(Yes / No
(Yes / No

Congenital Anomaly.........cccccoooeiiein,
Genetic or Chromosomal Disorder

Mental, Nervous, Emotional or Psychiatric
DISOTTO ..o (Yes / Nop"
COSTSHE BUBBN, wumsmrmumssmins smmssmmoaissssisss (Yes/No

Correction of short-sightedness..... S — (Yes/N
Abortion / Miscarriage / Impotency Sterilization ..... (Yes / Nop~7
If related to miscarriage, was it due to accident ..... (Yes/ NcQ/
Sexually Transmitted Disease / AIDS, or any

other lliness or Disease related to HIV ................. (Yes/ No)/
Self-inflicted injury / Drug Addiction / Alcohoiism...{Yes / No).””
Sleep Apnea / Obesity / Weight reduction or

BIEVBIIEIL i (Yes/ No}/
Dental / gum treatment or oral mucosal................. (Yes/ Nog_/

23. Please provide the approximate date of discovery of the
iliness or injury (DD / MM/ YYYY)

o\ [ 1y

e

24,

How long has the illness / inftry existed prior to consulting
you?

2 vrenlig

25. Did the patient experience any symptom(s) prior to consulting you?

No

‘/Y es - Please indicate the nature of symptom(s) and date
when symptom(s) first started

* '}W

26.

If an excision was performed, piease indicate the size of
the lesion / tumor (Please attach a copy of the Histology
Report).

— Ny -

27. Please provide name(s) of the following:

(a) Attending Physician
(b) Surgeon v LC @mﬁm M’*{

(c) Anaesthetist D'r, L,J Gy q)ro\sc..cp ,

28.

If there are no symptoms / complaints, what had prompted
the patient to see you?

i i

29. Has the patient ever had a similar condition / symptom?
v
Yes
Not to my knowledge

R T



on Care

30. Doctors previously consulted by the patient for the above 31. Is the patient still under your care for this condition?
condition. ' ‘
& = No - Please provide the following: )
(a) Name of Doctor: D..- ” lL W&&.\U\ M ‘a’ 1. Date when follow-up was terminated

2. Name and address of doctor (if the patient

D f First Consultation:
e n was referred to another doctor for follow-up)

(c) Name & Address of Clinic: Q £C (Alsumg &H’S‘qu”

|—-5—-%9 l - Ke,'\'-"\o» 1na ¢ hedd Su\";w Harsu—
o Yes - Please state the estimated duration that patient

Ve Qo%n , ,\,\DJ,\Q.QV\Q 000*50’9"/‘ needs to follow-up with you

32. Was the hospitalization / procedure for investigative purposes? | 33. Is this a job-related injury?
ﬂo \y/ No
Yes - Please provide further details: o Yes - Please provide further details:

34. If this condition had existed before symptoms became apparent to the patient, please indicate (in your view) when this condition
began to develop.

Signature of Physician / Surgeon . Date

Ov . Podus @O

M eopeat Df@,@c’ro@.

Name / Designation Name and Address of Clinic / Hospxtal & Stamp
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